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Abstract
Nowadays, depression in adolescents is understood to be a common, 
disabling and recurrent disease, with a high level of morbidity and 
mortality. Thus, it is an important public health problem. Suicide is the 
act of intentionally ending one’s own life. It is related to biological, 
social, environmental factors and to the personal history, so, is a com-
plex and multifactor phenomenon. The lack of research and literature 
with this population hinders the comprehension of the phenomenon 
and so the improvement of interventions in the field of prevention 
and care for survivors. This paper reviews on clinical and epidemio-
logical aspects of suicide in Children, definitions and expressions of 
suicide among adolescents people are presented, identifying possible 
risk factors and prevention interventions are discussed.
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Clinical Features.Introduction
Suicide is among the leading causes of death worldwide, especially 
in adolescents and young adults [1]. Suicidal behavior includes the 
spectrum from thoughts or ideas that revolve around suicide or death 
(suicidal ideation) through fatal completion of suicide [2]. Suicide is the 
result of a deliberate self-inflicted act undertaken with the intent to 
end one’s life begging an important public health problem for children 
and adolescents around the world [3]. 
Childhood and early adolescence are important periods for pre-
venting the onset of suicidal behaviors [4]. The large spread of sui-
cide suggests that educational programs and literature to parents or 
guardians should include information about the potential risks and 
potential consequences of the onset of the idea of suicide in children 
[5]. Screening for risk of suicide and suicidal behavior is an important 
and necessary first step toward suicide prevention in young people [6]. 
InternatIonal archIves of MedIcIne 
sectIon: PsyquIatry & Mental health
ISSN: 1755-7682
2018
Vol. 11 No. 23
doi: 10.3823/2564
This article is available at: www.intarchmed.com and www.medbrary.com 2
Implementing effective screening programs in-
volves targeting high-risk populations in favora-
ble settings [7]. The National Action Alliance for 
Suicide Prevention (Action Alliance) developed 12 
Aspirational Goals as a way of structuring a suicide 
prevention research agenda aimed at decreasing 
suicides in the U.S. by 40% over the next decade 
[8]. 
The proposed paradigm shift is that an effective 
suicide-screening instrument not only will detect 
imminent risk but can also identify youth with signi-
ficant emotional distress warranting further mental 
health attention. A recent Canadian study revealed 
that 80% of youth who died by suicide visited a 
PC provider, an ED, or had an inpatient medical 
hospitalization within 3 months prior to their death 
[6]. The obvious clinical challenge is that these in-
dividuals do not walk into their doctor’s office and 
say, “I want to kill myself”; rather, they frequently 
present with somatic complaints (e.g., headaches, 
stomachaches), and may not talk about their sui-
cidal thoughts unless asked directly [10]. 
As there is no single clinical characterization of a 
suicidal or depressed individual (Kennebeck et al., 
2015) diagnosis is time consuming to gather and 
requires a high degree of clinical training, practice 
and certification to produce acceptable results [11]. 
Suicide attempts and severe suicidal ideation 
have potentially serious consequences, including 
substantial psychological effects, increased risk of 
subsequent suicide attempt, and death [1]. Conse-
quently, the prevention of suicidal behavior should 
be a national health priority, with the development 
of existing and new evidence-based, suicide preven-
tive interventions [12]. 
Epidemiology
Worldwide, suicide is one of the three leading cau-
ses of death in young people. (Nock et al., 2013)
little is known about the prevalence, correlates, or 
treatment of its immediate precursors, adolescent 
suicidal behaviors (ie, suicide ideation, plans, and 
attempts Suicide accounted for 7.3% of all deaths 
in the age group 15-19 years, after road traffic ac-
cidents (11.6%), and preceding violence (6.2%), res-
piratory tract infections (5.4%), tuberculosis (4.8%), 
and HIV (2.3%) (Patton, 2009) According to the la-
test data from WHO, figures are similar in 2014 [15]. 
Suicide is a major public health problem for children 
and adolescents worldwide [16]. 
Recently WHO estimated that over 800,000 
people die from suicide every year send is the se-
cond leading cause of death between 10 and 24 
years old [15] and there are at least 20 times more 
attempted suicides [15]. This increased suicide rate 
was at the expense of the male gender: from 5.6% 
to 6.7% in males versus 1.6% to 1.4% in females 
[15]. 
While suicide is the eleventh leading cause of 
death among all ages in the United States, is the 
third leading cause of death among young people 
12-19 [18], and the fifth leading cause of death 
among children.
An average of 16,375 youth ages 12 to 19 died 
each year from 1999 to 2006; 11% of the severe 
suicides. The death rate from suicide among you 
the ages 15 to 24 year since the United States ran-
ged from 9.7 to 10.3 per 100,000 people in the 
standard population during the years 1999 to 2007 
[19]. Suicide rates doubled in the 15- to 19-year age 
group and tripled in the 10- to 14-year age group 
between the 1960s and the 1990s [2]. 
The reasons for this trend are unclear, although 
it is not simply because of increased reporting [20]. 
Possible explanations include increased rates of al-
cohol and drug abuse, depression, family and social 
disorganization, and access to firearms [2]. Moreo-
ver, one nationally representative survey in the US 
found that 12.1% of adolescents experience suicide 
ideation, 4% develops a suicide plan and 4.1% at-
tempt suicide [13]. 
In Europe, the lifetime self-reported prevalen-
ce for similar age groups is 4.2%. In England and 
Wales, between 2001 and 2010, there were 1,523 
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suicide deaths among those aged 10-19 years [5]. 
In Brazil, the suicide rates for children ages 10 to 
14 ranged from 0.4 to 0.6 per 100,000 during the 
period from 1980 to 2006 [21]. 
Suicide is the third leading cause of death among 
all children and adolescents in the United States, 
including those aged 10 to 19 years [22]. Adolescent 
suicide rates declined somewhat between the late 
1980s and 2003, but increased between 2003 and 
2004, and again between 2008 and 2009 [23]. Af-
ter puberty, the rate of suicide among adolescents 
increases with increasing age [24]. 
Approximately one half of emotional and beha-
vioral disorders that are well-defined risk factors for 
suicide have onset of symptoms by age 14 years 
[25]. Ideation of suicide is more common among 
young people than previously thought, with some 
recent estimates ranging 11-21% of the samples of 
non-clinical children and adolescents [26]. 
Therefore, it is important to understand the co-
rrelates of adolescent suicide to determine whether 
there are any suicide early warning signs [13]. Some 
authors consider that, under the age of 10, children 
are not able to understand the true meaning of life 
and death, and the actual consequences of attemp-
ting against their lives, and thus are not capable to 
fully understand the meaning of the suicide practice 
itself [27]. 
Between 2003 and 2004, suicide rates increased 
among females aged 10 to 14 years (by 76 percent), 
females aged 15 to 19 years (by 32 percent), and 
males aged 15 to 19 years (by 9 percent) [23]. 
Female high school students are more likely than 
males to have a specific suicide plan (median of 16 
versus 11 percent, with a range of 13 to 20 percent 
and 8 to 15 percent for females versus males, res-
pectively) [28]. The most common suicide methods 
include shooting, hanging, poisoning, jumping from 
a high place, and running into traffic or other land 
transport [29]. In addition to the tragic deaths by 
suicide among youth, non-fatal suicide attempts 
and suicide-related ideation are leading causes of 
psychiatric hospitalization among children and ado-
lescents, and constitute severe and often chronic 
impairment [30]. 
Precipitating factors
Depression was identified as the best predictor of 
suicidal ideation, according to literature [31]. Known 
risk factors include: an individual’s age and gender 
(younger 15-24 year olds and older 65+ males are 
at higher risk of suicide, [32] an individual’s psychia-
tric diagnosis, a history of suicide behavior, a family 
history of suicide [33] and personality type. gay or 
bisexual orientation, a history of physical or sexual 
abuse, and a previous suicide attempt [34]. 
Moreover social and environmental risk factors 
include the presence of firearms in the home, impai-
red parent–child relationship, living outside of the 
home (homeless or in a corrections facility or group 
home], difficulties in school, neither working nor 
attending school, social isolation, and presence of 
stressful life events such as legal or romantic diffi-
culties or an argument with a parent [5]. 
The leading suicide method was hanging (n = 
6, 35.3%), followed by shooting (n = 3, 17.6%), 
and running against a moving train (n = 3, 17.6%). 
Other methods used were drowning (n = 2), car-
bon monoxide (CO] poisoning (n = 2), and jum-
ping from a high place (n = 1). No suicide using 
poisoning by medication or pesticides/herbicides 
and cutting/stabbing was reported. Studies shown 
that the use of violent methods is associated with 
younger ages and represents acts of impulsivity 
[35]. This can be explained by the fact that victims 
are not yet aware of the extent of the outcome, 
as the methods may be more efficient than they 
may have thought [36]. 
Females who commit suicide are more likely to 
have experienced sexual abuse [37]. However, the 
rate of suicidal ideation and suicide attempts are 
greater in girls than boys. Female high school stu-
dents are more likely than males to have a specific 
suicide plan and one nationally representative sur-
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vey in the US found that the lifetime prevalence of 
suicide attempt was greater in adolescent females 
than males 6% versus 2% [13]. As an example, pu-
blic health data from the United States showed that 
the rate of suicide deaths among males aged 10 to 
19 years was 7 per 100,000, and for females was 
2 per 100,000 [38]. 
Risk factors associated with female suicide are 
less well known but prior research carried out in the 
Americas has suggested that partner violence and 
adolescent pregnancy are risk factors [5]. 
Hanging/suffocation is the most common and 
lethal method of suicide especially for males, fo-
llowed by jumping from a height, especially for fe-
males [5]. Girls tend to choose less lethal means 
such as overdose or carbon monoxide poisoning, 
whereas boys tend to choose firearms and hanging 
[39]. 
Some psychological traits can increase risk, such 
as impulsive aggression in which a child may have 
a tendency to react aggressively. Environmental 
factors such as psychosocial stressors, poverty, 
and “non-intact” families may contribute to hope-
lessness. Many youth have acute stressors that in-
clude interpersonal conflict, loss, and problems with 
school [40]. 
Protective factors such as strong relationships 
with adults, academic success, or religious beliefs 
can modify these risk factors and reduce risk for 
suicidal behaviors—but even these are not always 
sufficiently protective [9]. There is, however, the 
need to go beyond simple associations and focus 
on integrative causal mechanisms [31]. 
Conclusion
Despite the importance of the social and health 
aspects regarding suicide, there is a paucity of re-
search related to suicide in children [17]. Suicide 
attempt and suicidal behaviours in adolescents are 
known predictors of mental health problems and 
future suicidal behaviours throughout their life-
course, which calls for early preventive measures 
[31]. Suicide can be prevented. The results point to 
the need to increase our understanding of the dra-
matic rise in suicidal behaviors during childhood/
adolescence and of the causal pathways linking 
these behaviors to child-adolescent mental disor-
ders [42]. 
Much effort in psychiatric medicine has gone 
into identifying risk factors for suicide, in order to 
implement actionable strategies for clinical predic-
tion. To this purpose, adequate training is critical to 
ensure that pediatricians are prepared to provide 
effective assessment, prevention and intervention 
for suicidal behavior [42]. During routine care visits, 
pediatricians should be skilled to recognize risk fac-
tors for adolescent suicide in order to intervene ap-
propriately [5]. In addition, multidisciplinary teams 
should be created to ensure the most effective res-
ponse to the health and development of children/
adolescents. Key research gaps must be addressed 
to identify specific strategies and programs with 
greatest suicide prevention potential. Upstream 
interventions delivered through social systems in 
childhood and early adolescence have the potential 
for reducing population-level suicide rates [43]. 
It is time for all youth in medical settings to be 
screened for suicide risk, just as they are routinely 
screened for hypertension, fever, and falls risk. In 
the future, other intervention strategies and set-
tings may emerge as promising, such as interven-
tions aimed at modifying adolescent norms for be-
havior through social media networks or that pro-
vide “option-rich” alternatives that can be adapted 
to address individual needs (e.g., individuals choo-
se modules to suit specific emotional, behavioral, 
or life-context needs]. We cannot rely solely on 
depression screens or non-validated instruments to 
identify young people at risk for suicide. We as re-
searchers need to create and test developmentally 
sound tools for healthcare providers to use [44]. 
Lastly, we must hold ourselves, as clinicians and 
researchers, accountable for lowering the youth sui-
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cide rate within the next decade. Every healthcare 
provider can have an impact [45]. 
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